Background: Medical decision-making has evolved to the modern model of shared decision-making among patients, surrogate decision-makers, and medical providers. As such, informed consent discussions with critically ill patients often should include larger discussions relating to values and goals of care. Documentation of care options and prognosis serves as an important component of electronic communication relating to patient preferences among care providers. Objective: This retrospective chart review study sought to evaluate the prevalence of documentation of critical data, care options, prognosis, and medical plan, within primary team and palliative care consult team documentation. Results: Three hundred two electronic medical records were reviewed. There was a significant difference in documentation between palliative care and primary teams for prognosis (83% vs 32%, P < .001), care options (82% vs 50%, P < .001), and care plan (82% vs 46%, P < .001). Conclusions: Our retrospective chart review study demonstrated a significant difference in documentation between primary and palliative care teams. We acknowledge that review of documentation cannot be extrapolated to the presence or absence of conversations between providers and patients and/or surrogates. Additional studies to evaluate this connection would be advantageous.
Background
The Patient Self-Determination Act, passed by the United States Congress in 1990, delineates that patient rights include both the right to facilitate their own health-care decisions and the right to accept or refuse medical treatment. 1 A study conducted in 1988 demonstrated that, even a quarter century ago, 92% of patients preferred all information be provided with 69% opting to participate in medical decisions and only 24.9% preferring to have their physician to make therapeutic decisions. 2 Four years later in 1992, a study of over 400 newly diagnosed patients with cancer demonstrated that over 51% of patients wanted to engage in shared decision-making with their physicians. 3 Modern medicine has evolved into a shared decisionmaking model, rather than a paternalistic approach.
For patients to be partners in medical decision-making, they must have a good understanding of their medical conditions and their options for treating these conditions. Informed consent is the process of discussing the risks, benefits, and alternatives between or among therapeutic options. The process of informed consent can and should open the door to larger discussions of prognosis and the dying process by evaluating patient goals of care. 4 Informed consent also forms the basis for patients with lifelimiting illnesses to identify medically appropriate goals of care (eg, cure, life prolongation, rehabilitation, or comfort). These discussions are even more crucial with patients and/or their surrogates when they are on various forms of life support. When patients are critically ill or facing a short prognosis, a discussion about prognosis, or at the very least the incurable, life-limiting nature of the underlying illness, is a needed aspect of the informed consent process.
Documentation of informed consent, in addition to documentation of prognosis, is integral to interteam communication and continuity of care. The End-of-life practices in European intensive care units (ETHICUS) study demonstrated that documentation related to end-of-life decision-making processes was present in only 33% to 66% of relevant patients. The variability in documentation was more likely due to regional variance of physician practice than it was patient preference. Furthermore, the decisions themselves were documented in only 69% of cases. 5 As early as 1996, the study to understand prognoses and preferences for outcomes and risks of treatments (SUPPORT) trial highlighted ''substantial shortcomings'' in care for the seriously ill, including physician-patient communication and patient preferences to not be resuscitated. 6 This study aims to determine how often critically ill patients with life-limiting illnesses who require various forms of life support have their prognosis as well as a discussion regarding care options documented in the electronic medical record (EMR). A secondary aim is to compare the documentation of prognosis and discussion of relevant treatment options by the primary inpatient team and the palliative care consultant team. We hypothesize that the palliative care team will have significantly greater documentation of prognosis and care options.
Methods

Study Design
Institutional review board (IRB) approval was obtained (PRO00022626) including a waiver of informed consent. An IRB-approved database (PRO00022917) was created containing all the patients for whom a palliative care team consult was obtained during the fiscal year 2013 regardless of the consult reason.
Participants
This study was performed at a tertiary referral academic institution that is a level 1 trauma center. The palliative care program has been in place for several decades and saw approximately 2% of all inpatients in fiscal year 2013. Subjects included all patients within the aforementioned databasepatients for whom a palliative care consult was obtained during the year 2013. Further inclusion criteria then were narrowed to include patients who required ventilator support, dialysis (including hemodialysis, continuous veno-venous hemofiltration, and peritoneal dialysis), or gastric tube (including Gastrictube, Jejunal-tube, Percutaneous Endoscopic Gastrostomy (PEG) tube, nasogastric tube, and nasojejunal tube).
Data Collection
Evaluation of the initial palliative care consultation documentation and documentation from the primary team of record for the 72 hours preceding the initial palliative care consultation was reviewed. The review was completed by a second-year internal medicine resident who was neither a palliative care physician nor a primary clinician involved in the patient's care.
Primary service was documented. Critical patient status, as defined by the above inclusion criteria, was also documented. Documentation from both residents/Advance Practice Nurses (APNP) and faculty was included.
Within the History of present illness (HPI) and impression/ plan sections of the primary team and palliative care team documentation, the following parameters were evaluated for inclusion (1) Code status was not specifically included in the options or plan categories, as this was already included in both primary team and palliative care team documentation templates.
Results
Three hundred two charts were reviewed; 114 met one or more of the inclusion criteria and were included in the data analysis. Table 1 outlines the primary team distributions for these patients. The majority (26 of 114) were on an internal medicine team and accounted for 23.8% of the patients. In descending order, the primary teams were as follows: medical ICU (19.3%), hematology-oncology (14.9%), surgical oncology (13%), surgery (13%) with further breakdown as outlined in Table 1 , neurosciences ICU (8.7%), gynecology-oncology (5.3%), surgical ICU (4.4%), cardiology (4.4%), neurology (4.4%), bone marrow transplant unit (1.8%), and transplant medicine (0.87%). Fifteen percent of the patients had multiple primary teams during their hospital courses.
The primary diagnoses for these patients were as follows: cancer (58%), small bowel obstruction (11%), sepsis (7%), Cerebrovascular Accident (CVA) (6%), cardiac arrest (4%), and intraventricular hemorrhage (3%), with the remaining 14% from other diagnoses ( Table 2) . Multiple patients carried more than 1 diagnosis.
Primary team documentation for the 72 hours preceding the initial palliative care consult was reviewed. Of all, 86.8% of the records contained documentation of critical results, 31.6% contained documentation of prognosis, 50% contained documentation of care options, and 46.4% contained documentation of the care plan as it related to the options. Documentation from the initial palliative care consult was reviewed. Of the palliative care consultation notes, 81.5% of the records contained documentation of critical results, 83.3% contained documentation of prognosis, 81.6% contained documentation of care options, and 81.6% contained documentation of the care plan as it is related to the options. Differences in documentation of prognosis, care options, and care plan were statistically significant with P < .001 for these 3 variables (Table 3 ). There was no statistically significant difference for documentation of critical results. A subgroup analysis of rates of documentation among specific primary team specialties was not completed.
Discussion
The basis of the current system of shared medical decisionmaking between provider and patient rests upon the process of informed consent. This study aimed to evaluate the documentation of key elements of informed consent, which included critical test results, prognosis, care options, and a care plan as it related to those care options. Documentation from both the primary team and palliative care consult service was evaluated. It was found that both teams documented critical test results in over 80% of the cases. Conversely, there was a marked discrepancy in the documentation of prognosis, care options, and care plan. The primary team documented these findings in 31.6%, 50%, and 46.4% and the palliative care team documented these findings 83.3%, 81.6%, and 81.6% of the time, respectively. These findings were consistent with our hypothesis that the palliative care team would document these items more frequently than the primary team.
In the instances that the palliative care team did not document prognosis, a specific reason was not indicated. Medical records in which prognosis was documented as ''unknown'' were counted toward having a documented prognosis, in so much as a reason was given. Based on the project design, the correlation between reason for consult and documentation of prognosis was not evaluated; however, it was anecdotally noted that prognosis was not documented as frequently in cases in which the consult reason was for symptom management, rather than goals of care.
Although several medical studies have confirmed that many US patients wish to be involved in end-of-life discussions with regard to their care and often have clear preferences for lifesustaining treatments, 2, [10] [11] [12] [13] [14] there are few studies that evaluate the documentation of informed consent in the EMR. In one small study, 38% of inpatients with life-limiting cancer had prognosis documented in their EMR 15 ; however, no study to our knowledge has quantitatively assessed the documentation of medical treatment options for inpatients with a life-limiting illness-specifically regarding the option of transitioning to a comfort-based plan of care in the inpatient setting. Although our study demonstrated a notable discrepancy in documentation, it is impossible to know whether care options were or were not indeed discussed with the patient. In the era of utilization of the medical record as a communication tool, not only is the maintenance of a record of such conversations important, it is pivotal for both communication with consultants and ancillary staff and the medicolegal aspect. We surmise that this incongruity in documentation could reflect that palliative care consult teams may be beneficial in clarifying these crucial aspects of care, which is reflected in the EMR, therefore improving the informed consent process of inpatients with life-limiting illness on various forms of life support. A recent study in Academic Medicine demonstrated that medical student training in EMR-specific communication improved ''empathetic engagement . . . and communication skills. '' 16 This intimates that additional training in utilization of the EMR as a communication tool could be advantageous for highlighting patient preferences and interteam communication.
Strengths of this study include that it was performed at a tertiary care center with multiple ICU locations and teams, variety in diagnoses encountered, and variety in primary teams encountered. Additionally, the study evaluated all palliative care consults over an entire fiscal year, therefore eliminating the temporal bias that can be associated with trainee inexperience at the beginning of the academic year.
Limitations include that it is a single-center study limited to a single fiscal year; therefore, the results may not be generalizable. Other potential limitations include that the chronological sequence of events may have been a confounding variable, meaning that if the palliative care team notes that the primary team has already documented the study variables, they may not document these due to concern for redundancy. Additionally, there are no clear definitions on what constitutes a thorough enough description of prognosis or care options for the informed consent process. Therefore, those factors considered to be relevant and important in this study may be weighted inappropriately and other factors may have been excluded.
In conclusion, it was found that documentation of crucial medical information in critically ill patients was more prevalent in palliative care consult notes as compared to primary team documentation. Palliative care consultation should be considered for patients with complex and/or serious illness, as this could help to ensure clear communication about patient preferences and prognosis is present within the EMR. Future studies would be useful to further evaluate the connection between presence or absence of documentation and whether discussions were held with patients and/or surrogates.
